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IBS TREATMENT SUITABILITY AND PATIENT EXPECTATION FORM
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Subject ID
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Month Day Week

1. How suitable do you think this treatment is for your IBS symptoms?

F F F F F F F F F F F0 1 2 3 4 5 6 7 8 9 10

Not at all Extremely
 Suitable

2. How successful do you think your treatment here will be for your IBS symptoms?

 Moderate

F F F F F F F F F F F0 1 2 3 4 5 6 7 8 9 10

Not at all Completely
Successful

 Moderate
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	DisclaimerBox0: Persons using assistive technology may not be able to fully access information in this file. For assistance, e-mail niddk-cr@imsweb.com. Include the Web site and filename in your message.


